Premature closure of the debate
Downar and colleagues 1 are premature in their assertion that the "Yes or No" debate about euthanasia and physicianassisted death is over.
As the authors note, last August the Canadian Medical Association (CMA) voted against a change in its policy, which opposes physician-assisted death. The CMA's blog on this issue is running at least two to one against physician-assisted death; an even larger proportion of Downar's palliative care colleagues are opposed. 2 Whatever the courts may decide, apparently, the majority of Canadian physicians are unwilling to participate in physicianassisted death or euthanasia.
Downar and colleagues 1 provide a comprehensive list of the controversies that may arise should physicianassisted death be legalized in Canada. I wish to respond to 2 of the 13 questions in the list:
"How can we protect the vulnerable?" We can't. It's too short a step from believing that one might choose physician-assisted death to believing that it should be chosen; the vulnerable will inevitably feel a sense of coercion.
"How can we ensure that physicianassisted death will not be considered a low-cost alternative to palliative care?" We can't. Despite the experience in Oregon in this regard, the much larger experience in the Netherlands has been an untoward delay in the development of palliative care services. 3 When faced with a difficult palliative case, it's just too easy to say, "Why bother?" This debate is not over. For the sake of our most vulnerable patients, and for the sake of our colleagues, especially our youngest colleagues, we must persevere.
The authors respond Newman 1 and Bright 2 both express concerns about the messages of our article, 3 but neither appears to have understood them correctly.
We did not express support for, or opposition to, legalization of physicianassisted death. We posed questions that we feel should be addressed about the practical aspects of performing legal physician-assisted death in Canada. Newman 1 suggests we are coy in our use of the term "physician-assisted death," but we explicitly defined this term in the first sentence of our article as including both euthanasia and assisted suicide. The term "physicianassisted death" is widely used, including by Justice Smith in the Carter case. 4 We did not assert that the "Yes or No" debate was "over." We pointed out that the debate will be practically obsolete if physician-assisted death becomes legal by judicial or legislative means, and that physicians have a professional responsibility to prepare for this possibility regardless of whether they support legalization.
We share Newman 1 and Bright's 2 concern about the potential effects on the vulnerable. But we are reassured by data from the Netherlands that suggest that involuntary euthanasia became less common after legalization of physicianassisted death, 5 and data from Switzerland 6 and the United States 7 that show that vulnerable populations are less likely to receive physician-assisted death.
Newman 1 asserts that the only way to safeguard against the use of physician-assisted death as a cost-saving measure is to ban it. This argument seems to imply a lack of commitment by physicians and other health care
Letters CMAJ professionals to their ethical, legal and professional duties to patients. Bright 2 is particularly concerned that physician-assisted death would hinder the development of palliative care, citing a study from the Netherlands. 8 We respectfully point out that the reference he cites says the opposite: "On the one hand, a legally codified practice of euthanasia has been established. On the other hand, there has been a strong development of palliative care."
We appreciate the comments and feedback, but please read our article (and your references) more carefully.
Physician giving consent
This discussion must consider "how" as well as "whether." One of the questions Downar and colleagues 1 set out for consideration contains the phrase "to consent to physician-assisted death." This phrase assumes a physician-dominated framework for responding to a suffering person's request (even plea). It should be framed as the physician giving consent. The patient's "complaint" has traditionally been the starting point in the doctor-patient relationship. The patient states the problem; the physician offers medical diagnosis and controls access to possible interventions. When the cure for the "complaint" is futile, one can turn to palliation and acceptance of dying. But when palliation proves futile and help to die is requested, where can a suffering person turn? The means of easy dying are tightly controlled and only in the hands of physicians. Who else could "consent?"
Precipitating death is repugnant to physicians, as to most people, but there are instances in which that act may be the only compassionate and acceptable response to a request for release from suffering.
Questions around the "how" of physician-assisted death must be framed as a response to a request. Framing discussion in terms of "consent" is an insult to a person's desperate initiative to end suffering.
